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Background: Engaging primary care practices in quality improvement (QI) efforts has been challeng-
ing. Literature provides little guidance on the engagement of small to medium-sized practices in QI.
This study examined the association between practice readiness and practice characteristics and
engagement during a targeted QI effort.

Methods: The study analyzed cross-sectional data collected by the Heart of Virginia Health care, a cardi-
ovascular disease QI intervention study with 195 practices. Data sources include 1) coach-assessed practice
engagement in 7 domains (outcome), 2) surveys of readiness completed by 2529 clinicians and staff, a
response rate of 86%, and 3) surveys of practice characteristics completed by a physician leader or practice
manager. We used descriptive statistics and ordered logit regression for the analysis.

Results: Associations between readiness and engagement were statistically significant for clinician
engagement (odds ratio [OR] = 5,74; 95% CI, 1.79-18.42; P= .003) and leadership engagement
(OR= 3.19; 95% CI, 1.10-9.24; P= .032). Adjusting for covariates, being a hospital-owned practice was
associated with a lower level of clinician engagement (OR= 0.35; 95% CI, 0.16-0.76; P= .009) relative
to independent practices.

Discussion: Our study highlights the importance of clinician and leadership engagement as drivers
of practice readiness to change in a QI effort. Lack of clinician engagement in hospital-owned practices
could be driven by other factors such as burnout that need to be explored in future studies.

Conclusions: Clinicians and leadership involvement in QI efforts is critical. The findings suggest
that QI plans should involve clinicians and leaders early in the process to foster commitment, establish
practice readiness, and sustain improvement efforts. ( J Am Board Fam Med 2021;34:40–48.)

Keywords: Cross-Sectional Studies, Leadership, Primary Health Care, Quality Improvement, Surveys and

Questionnaires, Virginia

Introduction
As health care organizations go through major
changes to improve quality, engaging primary care
practices in improvement activities has been vital

and challenging.1,2 Limited research has assessed the
engagement of small to medium-sized primary care
practices during quality improvement (QI) efforts.
One recent study reveals that time and resource con-
straints make it challenging to keep small practices
engaged during QI efforts.3 Other reasons for a lack
of practice engagement include a perception of the
cost of change exceeding the anticipated benefit4 and
a conflict in leadership priorities or values set by the
physicians.5 Practice disengagement may also result
from a lack of leadership support and a nonsuppor-
tive practice culture or organizational structure.1,4,5

Leaders play a major role in establishing a high-
performing practice culture before starting a change
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process.6 To establish a culture open to a change,
leaders should ensure that there is effective commu-
nication in the practice, and staff is engaged in QI
processes.7 Since physician leaders in clinical care
are major influencers of transformation efforts, phy-
sician readiness and commitment to QI efforts are
critical. Previous studies have lacked examining the
influence of readiness on small to medium-sized pri-
mary care practice engagement during a QI effort.

Weiner’s work on organizational change resulted
in a theory on organizational readiness.8 According
to readiness theory, QI is most likely to occur when
practice members feel committed to a change and
perceive they have the ability to implement that
change.8,9 When organizational readiness is high,
the organization members are more likely to accept
a change and engage in implementation activities.10

To test this theory in the context of primary care
practices, we studied the relationship between prac-
tice readiness and engagement among small to me-
dium-sized primary care practices that participated
to the Heart of Virginia Healthcare (HVH) project.

Methods
Setting

The HVH was 1 of 7 national collaboratives funded
as part of the EvidenceNOWinitiative of the Agency
for Healthcare Research and Quality.11 The objec-
tive of the HVH was to help small to medium-sized
primary care practices inVirginia to improve popula-
tion cardiovascular care.11 Practices participating in
the intervention received in-person coaching support
for the first 3months, followed by a 9-month con-
tinuing support phase.11 The goal of the coach sup-
port was to help practices better identify patients at
risk for cardio-vascular disease and to mitigate those
risks.12 Practice recruitment and sampling strategy
for the HVH are explained elsewhere.13 The study
included 195 small to medium-sized primary care
practices, defined as having up to 10 to 15 clini-
cians.14We obtained approval from the Institutional
ReviewBoard ofGeorgeMasonUniversity in 2016.

Data Sources

This study used primary data collected by the HVH
project in 2016 and 2017. Data were derived from
the 3 sources: 1) Coaches assessed12 practice engage-
ment across 7 domains at baseline using a standar-
dized instrument developed for this purpose.11 2)
Clinicians and staff assessed practice readiness on a

5-point Likert scale based on a member survey.9 The
survey was administered at baseline, near the start of
the HVH intervention, and filled out by all practice
members, including physicians (MD, DO), nurse
practitioners (NP), nurses, practice managers, and
nonclinician staff. We calculated the individual-level
survey response rate by using the total practice size.
3) Finally, we collected a self-reported practice sur-
vey which measured practice characteristics (Table
1). The survey was filled out by the physician leader
or practice manager at baseline. Both surveys were
administered online.

Table 1. Baseline Sample Characteristics, Heart of

Virginia Healthcare, 2016-2017 (n = 195)

Outcome
Mean
(SD)

Engagement, mean (SD)
1) Responsiveness to external support 2.22 (0.8)
2) Overall practice response at coach visit 2.71 (0.6)
3) Overall team assessment for the HVH activity 1.76 (1.1)
4) Assessment of site leadership 2.76 (1.1)
5) Team engagement 1.32 (0.1)
6) Clinician engagement 2.22 (0.7)
7) Staff engagement 2.40 (0.7)

Key independent variable
Readiness, mean (SD) 3.83 (0.3)
Practice characteristics %
Practice ownership, mean %
Independent 32
Hospital owned 56
Federally qualified health center 12

Practice size, number of clinicians, mean %
2 to 5 clinicians 69
6 to 10 clinicians 17
11 and above clinicians 14

Practice specialty mix, mean %
Single specialty practice 72
Multispecialty practice 28
Medically underserved area, mean % 64
Recognized as a patient-centered medical home,
mean %

52

Part of an accountable care organization, mean % 62
Participation in Million Hearts Initiative, mean % 8
Percentage of patients aged 60 years and above,
mean %

27

Notes: Mean (SD). Summary statistics display the number of
observations at baseline (near the HVH started) across the 7
engagement items. Assessed on an ordered scale from 1 to 3, in
which high scores indicate higher levels of engagement
(recoded as: 3 = “high”, 2 = “moderate”, and 1 = “low”).
Sample varies due to the “N/A” or “unknown” data removal.
Practice characteristics (n = 195). Clinicians include physicians
(MD, DO), nurse practitioners, and physician assistants.
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Outcome Measure

The outcome measure was practice engagement
across 7 domains (Table 2). We asked coaches to
determine the level of practice engagement in 7
areas: 1) responsiveness to the external support, 2)
overall practice response at coach visit, 3) overall
team assessment for the HVH activity, 4) assess-
ment of site leadership, 5) team engagement, 6) cli-
nician engagement, and 7) staff engagement.11

Engagement was assessed using 3 response catego-
ries: 3 = “high,” 2 = “moderate,” and 1 = “low”
(Figure 1). Some of the engagement questions that
included a response category of “N/A” (no one

present or could not assess) or “unknown” were
removed from the data during the analysis.

Independent Variables

Our key independent variable was readiness. An 11-
item readiness scale specifically developed for this
purpose,11 measured readiness (see Figure 2). The
survey respondents were asked to choose 1 of the 5
response categories (5 = “strongly agree” to 1 =
“strongly disagree”). The Cronbach a for the
eleven-item scale was 0.80. For the readiness com-
posite score, we first calculated the mean score for
each of the readiness item at the individual level.

Table 2. Engagement Questionnaire Items*

# Engagement Measure Purpose of the Questionnaire Scale

(1) Practice responsiveness to external support HVH coach support was
assessed by asking: “How
would you rate the practice’s
responsiveness to the external
support provided?”

3 =High
2 =Moderate
1 =Low

(2) Overall practice response at coach visit Assessed the engagement level of
the practice during the coach’s
visit.

3 =High
2 =Moderate
1 =Low

(3) Overall team assessment for the HVH Assessed the level of practice
team involvement for the
HVH related activities.

3 =High activity
2 =Moderate activity
1 =Low activity

(4) Assessment of site leadership Assessed the engagement level of
practice leadership (lead
physician or practice manager)
during the HVH.

3 =High leadership support (job
descriptions and/or
performance evaluations are
tied to QI)

2 =Moderate leadership support
(some coordination of projects
exists; QI work is somewhat
integrated into daily routines)

1 =Low leadership support
(leadership is involved, but no
organized improvement
structure)

(5) Team engagement Assessed the level of team
engagement for the HVH
project.

3 =High
2 =Moderate
1 =Low

(6) Clinician engagement Assessed the level of clinician
engagement (physician, nurse
practitioner, physician
assistant) during the HVH.

3 =High
2 =Moderate
1 =Low

(7) Staff engagement Assessed the engagement level of
staff (ie, registered nurses,
medical assistants, practice
managers, billing personnel,
receptionists, back office
workers, licensed nurse
practitioners) during the
HVH.

3 =High
2 =Moderate
1 =Low

QI, quality improvement; HVH, Heart of Virginia Healthcare.
The order of the engagement instrument scale was from 1 to 3, a positive response receiving the highest score of engagement:
3 = “high,” 2 = “moderate,” and 1 = “low.”
*The engagement instrument was developed by the EvidenceNOW (2016) for this purpose. (Source: US Department of Health and
Human Services. Agency for Healthcare Research and Quality (AHRQ). EvidenceNow: advancing heart health in primary care, 201611).
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Then, we aggregated the individual-level responses
to the practice level, and finally took the overall
mean practice-level response. We treated the readi-
ness composite score as a continuous measure and
included the measure in the regression models.

Our covariates included several practice level
characteristics: practice ownership (independent,
hospital owned, or federally qualified health cen-
ters),13–15 practice size (1 to 5 clinicians, 6 to 10
clinicians, 11 and above clinicians),13–15 and prac-
tice specialty-mix (single specialty or multispecialty
practice).15 We included whether the practice was
recognized as a patient-centered medical home
(PCMH) or the practice was part of an accountable

care organization (ACO) and whether the practice
was located in a medically underserved area.13,15

We also controlled for the percentage of patients in
the practice who were 60 years and above, and
whether or not the practice reported participating
in the Million Hearts project.16 We chose these
control variables in our study based on previous
research.13–15

Statistical Approach

We computed descriptive statistics and performed
multivariate analysis of the outcomes using ordered
logit, proportional odds models. We assessed the
relationship between practice engagement and

Figure 1. Descriptive results: engagement across 7 domains. Notes: An ordered scale is from 1 to 3 (3 was the

highest, 1 was the lowest response). Sample varies due to the removal of “N/A” or “Unknown” response catego-

ries. Responsiveness to external support, overall team assessment, leadership assessment, and team engagement

(n = 195). Overall practice response at coach visit (n = 184), staff engagement (n = 162), and clinician engage-

ment (n = 152). Clinician includes MD, DO, NP, PA. Staff includes RN, LPN, MA, front desk, back office, billing,

practice manager. Clinician vs staff engagement: Spearman’s correlation coefficient rank test: P= .0001.
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readiness, controlling for practice characteristics.
We ran separate regression models for each of the
7 engagement domains. We also conducted several
robustness checks. First, we examined the influence
of potentially competing initiatives, including the
Million Hearts project or whether the practice was
recognized as a PCMH or part of an ACO. Finally,
we tested the proportional odds assumption. The
chi-squared test was 5.06 with P = .89, which
showed that the assumption of equal proportional
odds was satisfied. All analyses were conducted
using STATA software.17

Results
Study Population

The study population included a total of 195 small to
medium-sized primary care practices that responded
to the survey: 61 independent, physician-owned prac-
tices, (32%), 110 hospital-owned practices (56%), and
24 federally qualified health centers (12%). Our
response rate for the member survey was 86%. A total
of 2529 individuals from 195 practices responded to
the member survey. The response rate for the prac-
tice survey (n=195) was 96%. Table 1 provides

sample characteristics of the small to medium-sized
primary care practices in Virginia.

Descriptive Statistics

Figure 1 displays the results across 7 engagement
areas. Practice engagement in responsiveness to
external support was determined to be frequently
high (42%) or moderate (38%). Overall practice
engagement in response to coach visits was also
high (78%). On the other hand, almost two thirds
of participating practices (61%) at baseline demon-
strated low engagement with HVH related activ-
ities. More than two thirds of the practices (66%)
were observed to have moderate leadership engage-
ment during the HVH project, only 24% had high,
and 10% had low engagement. Team engagement
was determined to be high (41%) or moderate
(37%) for most of the participating practices, only
22% had low engagement. Staff engagement was
higher (51%) compared with clinicians (38%).
When we included the high and moderate scores,
the staff engagement was still higher than the clini-
cians (86% vs 82%). The Spearman’s correlation
coefficient rank test indicated a statistically

Figure 2. Readiness to change (mean score) by practice, Heart of Virginia Healthcare, (n = 195). Notes:

Readiness was measured by the “readiness” questionnaire11 with a 5-point Likert scale instrument (5 = Strongly

agree to 1 = Strongly disagree). The survey was conducted at baseline.
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significant association between clinician engage-
ment and staff engagement, P = .0001.

The mean readiness composite score was 3.83
using a 5-point Likert scale. Figure 2 provides the
responses to individual readiness items to highlight
which components contributed to greater readiness.
Among the readiness components, the mean score
was highest for 1) “We can support providers as
they adjust to these changes” (mean score = 3.97), 2)
“We want to implement these changes” (mean
score = 3.91), and 3) “We are committed to making
these changes” (mean score = 3.87). The lowest 3
mean scores included: “We can manage the politics
of these changes” (mean score = 3.72), “We can
keep track of progress in implementing these
changes” (mean score = 3.78), and “We will do
whatever it takes to implement these changes”
(mean score = 3.79). Most responses fell into the
“strongly agree” to “agree” categories.

Regression Analysis

Results from multivariate ordered logit models are
presented in Table 3. Controlling for other factors,
readiness was positively associated with higher lev-
els of engagement for “response to external sup-
port,” “response at coach visit,” “leadership
engagement,” “clinician engagement,” and “staff
engagement.” Of these, the results were statistically
significant for “clinician engagement” (P = .003)
and “leadership engagement” (P = .032). For the
other engagement outcomes, “team assessment”
and “team engagement,” the association of readi-
ness and level of engagement was negative, and
results were not statistically significant. Thus, read-
iness was a significant, positive predictor of “leader-
ship engagement” and “clinician engagement.”

Table 3 also displays the estimated incremental
differences of hospital ownership relative to inde-
pendent practices at each engagement level.
Adjusting for other covariates, being a hospital-
owned practice was associated with a lower level of
clinician engagement (odds ratio = 0.35; 95% CI,
0.16-0.76) relative to independent practices, and
the association was statistically significant (P = .009).
However, there were no statistically significant dif-
ferences between ownership type, independent,
hospital or federally qualified health centers, and
across other engagement areas.

Practice size was statistically significant for
“response to external support” (P = .02), “leadership
engagement” (P= .001), and “team engagement”

(P = .016). In addition, the association between
practice size (11 and more clinicians) and practice
readiness was also statistically significant (P = .001).
Further, practice designation as a PCMH was a
positive and statistically significant predictor of
“leadership engagement” (P = .04). Finally, being
part of an ACO was negatively associated with all
outcomes, except team assessment which was close
to an odds ratio of 1.

Discussion
We found leadership engagement and clinician
engagement were associated with practice readi-
ness. Consistent with previous research, our finding
highlights the importance and influence of leader-
ship4,5 and clinician involvement18,19 with practice
QI efforts. The finding suggests that QI plans
should involve clinicians and leaders in improve-
ment efforts to establish practice readiness and
maintain ongoing quality.

We also found practice ownership plays an im-
portant role in practice engagement. Interestingly,
hospital-owned practices had a lower level of clini-
cian engagement relative to independent practices.
Previous studies examined the influence of practice
ownership on various practice outcomes and
revealed conflicting results.13–15 For example,
recent studies found hospital-owned practices had a
lower level of change capacity score14 and lower
level of QI strategy implementation15 compared
with independent practices. Another study found
more favorable ratings of the work environment,
burnout, and psychological safety in hospital-
owned practices compared with independent prac-
tices.13 Although effective strategies are needed for
engaging clinicians in QI activities, our finding of a
lower level of clinician engagement in hospital-
owned practices may indicate that corporate could
be centralizing their resources devoted to QI activ-
ities. Further, a lack of clinician engagement could
be driven by other influences such as time scarcity,
overwhelming bureaucratic tasks, or burnout20–22

that should be explored in future research.
Our study demonstrated that practice size, spe-

cifically larger practices with 11 and more clini-
cians, had a positive association with readiness and
engagement. The finding reflects that smaller prac-
tices may need additional support for QI activities,
including more upfront preparation and longer
face-to-face support from external facilitators. This
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finding also suggests that providers should focus on
removing barriers, especially for small practices,
before start implementing a change.23

We found a practice designation of a PCMH
was a positive and significant predictor of leadership
engagement. The finding was consistent with the
structure of a PCMH, in which a strong leadership
should be in place who can establish a high per-
forming practice culture, set a common organiza-
tional goal, communicate clearly, and encourage
team efforts for continuous improvement.24

Our study has several limitations. First, it might
be possible that practices already doing well may
have been more likely to participate in the study
thus creating sampling bias. Second, this study ana-
lyzes self-reported data that might affect the study
results due to “response bias.” Third, coaches’
knowledge and skillsets varied depending on their
background, work experience, and their objectiv-
ity;25 this might have affected the assessment of the
coaches on practice engagement. Fourth, it is very
likely that practice engagement is influenced by
many other factors (i.e., practice participation in
multiple QI initiatives)14 that this study did not
have the opportunity to analyze. Finally, the study
was based on almost 200 primary care practices in
Virginia willing to participate in HVH, but results
may not generalize to other geographic areas or
practices.

This study contributes to health services
research by providing empirical evidence on small
to medium-sized primary care practice engagement
during a QI effort initiative. The findings provide
guidance for QI authorities and institutions for suc-
cessful intervention design and preparation. The
study findings suggest that QI plans should involve
clinicians and leaders early in the improvement pro-
cess so that clinicians’ priorities and concerns are
addressed, and commitment is obtained before the
initiative takes place.

To see this article online, please go to: http://jabfm.org/content/
34/1/40.full.

References
1. Geonnotti K, Taylor EF, Peikes D, et al. Engaging

primary care practices in quality improvement: strat-
egies for practice facilitators. AHRQ Publication
No. 15-0015-EF. Rockville, MD: Agency for
Healthcare Research and Quality; March 2015.

2. Hasselman D. Practice supports: using care manag-
ers and quality improvement coaches to transform

Medicaid primary care. 2011. Available from:
https://www.chcs.org/media/Practice_Coach_TA_
Brief_051211_Final.pdf.

3. Ono SS, Crabtree BF, Hemler CR, et al. Taking
innovation to scale in primary care practices: the
functions of health care extension. Health Aff
(Millwood) 2018;37:222–30.

4. Goldberg DG, Mick SS, Kuzel AJ, et al. Why do
some primary care practices engage in practice
improvement efforts whereas others do not? Health
Serv Res 2013;48:398–416.

5. Rittenhouse DR, Casalino LP, Shortell SM, et al.
Small and medium-size physician practices use few
patient-centered medical home processes. Health
Aff (Millwood) 2011;30:1575–84.

6. Bodenheimer T, Ghorob A, Willard-Grace R,
Grumbach K. The 10 building blocks of high-per-
forming primary care. Ann FamMed 2014;12:166–71.

7. Solberg LI. Improving medical practice: a concep-
tual framework. Ann FamMed 2007;5:251–6.

8. Weiner BJ. A theory of organizational readiness for
change. Implement Sci 2009;4:67.

9. Weiner BJ, Amick H, Lee S. Conceptualization and
measurement of organizational readiness for
change: a review of the literature in health services
research and other fields. Med Care Res Rev
2008;65:379–436.

10. Armenakis AA, Bernerth JB, Pitts JP, Walker HJ.
Organizational change recipients’ beliefs scale: de-
velopment of an assessment instrument. J Applied
Behav Sci 2007;43:481–505.

11. US Department of Health and Human Services.
Agency for Healthcare Research and Quality
(AHRQ). EvidenceNow: advancing heart health in
primary care. 2016. Available from: https://www.
ahrq.gov/evidencenow/about/index.html. Accessed
November 12, 2016.

12. Aligning Forces for Quality. Practice coaching
program manual. 2011. Available from: http://
forces4quality.org/category/cross-cutting/practice-
based-coaching-09ba9.html?page=3.

13. Cuellar AE, Krist AH, Nichols LM, Kuzel AJ.
Effect of practice ownership on work environment,
learning culture, psychological safety, and burnout.
Ann FamMed 2018;16(Suppl 1):S44–S51.

14. Balasubramanian B, Marino M, Cohen D, et al. Use
of quality improvement strategies among small to
medium-size US primary care practices. Ann Fam
Med 2018;16(Suppl 1):S35–S43.

15. Soylu TG, Cuellar AR, Goldberg DG, Kuzel A.
Readiness and Implementation of quality improve-
ment strategies among small- and medium-sized
primary care practices: an observational study. J
Gen Intern Med 2020;35:2882–8.

16. Million Hearts. About Million Hearts. Available
from: https://millionhearts.hhs.gov/about-million-
hearts/index.html.

doi: 10.3122/jabfm.2021.01.200153 Engagement of Practices in Quality Improvement Efforts 47

 on 2 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2021.01.200153 on 15 January 2021. D

ow
nloaded from

 

http://jabfm.org/content/34/1/40.full
http://jabfm.org/content/34/1/40.full
https://www.chcs.org/media/Practice_Coach_TA_Brief_051211_Final.pdf
https://www.chcs.org/media/Practice_Coach_TA_Brief_051211_Final.pdf
https://www.ahrq.gov/evidencenow/about/index.html
https://www.ahrq.gov/evidencenow/about/index.html
http://forces4quality.org/category/cross-cutting/practice-based-coaching-09ba9.html?page=3
http://forces4quality.org/category/cross-cutting/practice-based-coaching-09ba9.html?page=3
http://forces4quality.org/category/cross-cutting/practice-based-coaching-09ba9.html?page=3
https://millionhearts.hhs.gov/about-million-hearts/index.html
https://millionhearts.hhs.gov/about-million-hearts/index.html
http://www.jabfm.org/


17. STATA: StataCorp. STATA statistical software:
release 14. College Station, TX: StataCorp LLP; 2015.

18. Taitz JM, Lee TH, Sequist TD. A framework for
engaging physicians in quality and safety. BMJ
Qual Saf 2012;21:722–8.

19. Fernald DH, Deaner N, O’Neill C, et al.
Overcoming early barriers to PCMH practice
improvement in family medicine residencies. Fam
Med 2011;43:503–9.

20. Shanafelt TD, Noseworthy JH. Executive leader-
ship and physician well-being: nine organizational
strategies to promote engagement and reduce burn-
out. Mayo Clin Proc 2017;92:129–46.

21. Peckham C. Race and ethnicity, bias and burnout.
January 11, 2017. Available from: https://www.
medscape.com/features/slideshow/lifestyle/2017/
overview. Accessed November 13, 2018.

22. Shanafelt TD, Hasan O, Dyrbye LN, et al.
Changes in burnout and satisfaction with work-life
balance in physician and the general US working
population between 2011 and 2014. Mayo Clin
Proc 2015;90:1600–13.

23. Solberg L, Crain L, Jaeckels N, et al. The
DIAMOND initiative: implementing collaborative
care for depression in 75 primary care clinics.
Implementation Sci 2013;8:135.

24. Bleser WK, Miller-Day M, Naughton D, et al.
Strategies for achieving whole-practice engagement
and buy-in to the patient-centered medical home.
Ann FamMed 2014;12:37–45.

25. Grumbach K, Bainbridge E, Bodenheimer T.
Facilitating improvement in primary care: the prom-
ise of practice coaching. Issue Brief (Commonw
Fund) 2012;15:1–14.

48 JABFM January–February 2021 Vol. 34 No. 1 http://www.jabfm.org

 on 2 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2021.01.200153 on 15 January 2021. D

ow
nloaded from

 

https://www.medscape.com/features/slideshow/lifestyle/2017/overview
https://www.medscape.com/features/slideshow/lifestyle/2017/overview
https://www.medscape.com/features/slideshow/lifestyle/2017/overview
http://www.jabfm.org/

